This pilot study examined the feasibility and potential efficacy of a self-management program for seniors with chronic back pain and assessed for possible race/ ethnicity differences in program impact. Sixty-nine seniors (24 African Americans, 25 Hispanics, and 20 non-Hispanic Whites) enrolled in the 8-wk community-based program. Efficacy outcomes included pain-related disability as measured by the Roland Morris Disability Questionnaire (RMDQ), pain intensity, pain self-efficacy, depressive symptoms, social activity, and functional status. Eighty percent of enrollees completed the program. Clinically important decreases in RMDQ scores were found for non-Hispanic White (adjusted change score = -3.53), African American (-3.89), and Hispanic (-8.45) participants. Improvements in all other outcomes were observed, but only for Hispanic participants. Results confirm that implementation of the protocol in urban senior centers is feasible, and the program shows potential efficacy. The race/ethnicity differences observed in the current study merit further investigation.
. Developing effective nonpharmacologic treatments could possibly provide substantial benefit to many older adults with chronic back pain.
A growing body of research (Berman, Iris, Bode, & Drengenberg, 2009; Chou & Huffman, 2007; Cochrane, Davey, & Matthes Edwards, 2005; Ersek, Turner, Cain, & Kemp, 2008; Hughes et al., 2004) has focused on the use of nonpharmacologic therapies for the treatment of chronic pain disorders, including psychological (e.g., cognitive-behavioral [CB] ) and exercise interventions (Chou & Huffman, 2007) . CB therapy is an intervention that seeks to enhance affected individuals' control over pain using diverse psychological techniques (Kerns, Otis, & Marcus, 2001) . Standard CB-therapy pain protocols teach individuals specific cognitive and behavioral skills to manage pain better; inform individuals about the effects that specific cognitions, emotions, and behaviors can have on pain; and emphasize the primary role that individuals can play in controlling their own pain and their adaptations to pain. Although CB therapy has proven efficacy for reducing pain and disability among those with diverse chronic pain disorders (Morley, Eccleston, & Williams, 1999; Reid, Otis, Barry, & Kerns, 2003) , few older adults report using CB techniques to manage pain (Austrian, Kerns, & Reid, 2005; Barry et al., 2005; Barry et al., 2004) . Furthermore, exercise therapy (ET) has the potential to reverse muscle atrophy and improve spinal flexibility, improve aerobic fitness, and reduce pain among older people with chronic back pain (Hayden, van Tulder, & Tomlinson, 2005; Mannion, Muntener, Taimela, & Dvorak, 2001; Smidt et al., 2005) . In a systematic review, Hayden et al. (2005) found that ET (vs. usual care) is effective for reducing pain and improving physical function among people with chronic back pain. Despite this evidence, relatively few older adults with chronic back pain use exercise as a means of managing pain (Barry et al., 2005; Barry et al., 2004; Pitkala, Strandberg, & Tilvis, 2002) .
In response to these findings and prior research demonstrating that older adults are willing to engage in self-management programs for pain that include both cognitive and exercise components (Austrian et al., 2005; Townley et al., 2010) , we developed an intervention that includes instruction in the use of both CB techniques and ET to manage chronic back pain in the community setting. The combined CBET protocol includes a discrete number of techniques that can be feasibly performed by most ambulatory older adults (Table 1) . Because both protocol components encourage use of similar behavioral and cognitive pain-coping skills including behavioral activation, perceptions of self-efficacy, and personal mastery with regard to the management of pain, instructing individuals in the simultaneous use of CB and ET techniques should be mutually reinforcing.
Determining whether the CBET intervention is effective in diverse race/ ethnicity groups is important because prior research has demonstrated disparities in both the management and the impact of pain as a function of race/ethnicity. Data from large national health surveys show that African Americans, Hispanics, and those with multiracial backgrounds have higher pain intensity and disability than non-Hispanic Whites (Bolen et al., 2010) . Among older adults presenting for pain treatment, African Americans have higher pain-intensity scores and more psychological distress than White Americans (Green & Hart-Johnson, 2010) . For African and White Americans with arthritis, race/ethnic differences in pain impact are partially explained by differences in mood, coping strategies, and arthritis self-efficacy (Allen et al., 2010) . Other research has demonstrated race/ethnicity differences in types of self-care strategies used to manage pain (Albert, Musa, Kwoh, & Silverman, 2008; Bill-Harvey, Rippey, Abeles, & Pfeiffer, 1989; Deyo et al., 1998; Jones et al., 2008; Portenoy, Ugarte, Fuller, & Haas, 2004; Silverman, Nutini, Musa, King, & Albert, 2008; Townley et al., 2010) , as well as varying levels of exposure to self-management programs for pain (Townley et al., 2010) .
Given these findings, we sought to establish the feasibility and potential efficacy of the CBET protocol among community-dwelling older adults with chronic back pain. We also sought to determine whether treatment outcomes varied as a function of participants' race/ethnicity.
Methods

Study Design and Setting
In this pilot, single-arm intervention study with three time points, we partnered with six senior centers in New York City to assemble a race/ethnicity-stratified sample of older adults with chronic back pain. All six centers are multipurpose elder-services agencies that provide members daily lunches and offer a wide range of services including health-promotion (e.g., exercise classes) and disease-prevention programming, as well as social services. Two centers provided services to predominantly African American seniors; two served mainly older Hispanics; and the remaining two provided services to largely older non-Hispanic Whites. Although each of the centers served one predominant group, they also provided services to individuals of other race/ethnicity groups. 
Sample Assembly
Because the protocol was developed for use as a group-based intervention, our target was to enroll a maximum of 12 participants from each center. This class size was selected because of concern that any larger number would compromise the instructor's ability to address individual participants' issues and concerns. Recruitment methods varied by site. At all sites, senior-center staff members posted flyers and made announcements about the program during regularly scheduled lunches. Investigators provided formal presentations to senior-center clientele at two of the centers (at the recommendation of center directors). Seniors who responded to these recruitment methods were screened by research staff for eligibility status. Individuals were eligible if they (a) were 60 years of age or older; (b) spoke English or Spanish; (c) experienced chronic, non-cancer-related back pain, defined as providing an affirmative answer to the question "During the past 3 months, have you been bothered by pain/discomfort in your back on most days of every month?"; (d) were cognitively intact, defined as a score of 5 or greater on a six-item cognitive screen (Callahan, Unverzagt, Hui, Perkins, & Hendrie, 2002) ; and (e) were approved for program participation by their primary physician. Individuals who answered yes to the question about back pain were asked whether their pain was caused by cancer. Individuals were not asked about the specific etiology or location of their back pain, so the sample consisted of individuals with chronic back pain in various locations on the spine and of undetermined etiology.
Data Collection
Participants completed a face-to-face interview with trained research assistants 1 week before starting the program. A research assistant fluent in Spanish conducted interviews with Spanish-speaking participants using a professionally translated version of the instrument that was pilot-tested for comprehension with Spanishspeaking older adults and elder-service providers (and forward-and back-translated before use). Face-to-face interviews were also conducted at Week 9 (1 week after the final class). Brief telephone interviews occurred weekly during the 8-week program and 3 months after the last class. The Weill Cornell Medical College institutional review board approved the study. Information on participants' demographics was obtained during the initial interview. We assessed for 17 self-reported physician-diagnosed chronic conditions. Participants were asked to estimate the number of years (or months) of their chronic back pain and number of days of restricted activity because of back pain in the past 30 days (Deyo et al., 1998) and describe all pharmacologic and nonpharmacologic strategies they currently employed for pain reduction.
Primary Outcomes
The following measures were administered at the baseline assessment and again at Week 9. Pain-related disability was assessed using the 24-item Roland-Morris Disability Questionnaire (Roland & Morris, 1983) . Average pain intensity was ascertained using a 0-to10-point numeric rating scale. Level of pain self-efficacy was assessed with the Pain Self-Efficacy Questionnaire, which asks participants to rate confidence in their ability to perform 10 activities (e.g., household chores, social activities) despite pain (Nicholas, 2007) . Level of social activity during the previous month was ascertained using a previously validated protocol (CornoniHuntley et al., 1993 ) that assesses the frequency with which participants engage in nine social activities such as visiting friends and attending religious services. A total social-activity score (0-27) was calculated for each participant. Depressive symptoms were measured using the nine-item Patient Health Questionnaire (Kroenke, Spitzer, & Williams, 2001) . Functional status was assessed by inquiring about participants' self-reported ability to perform four basic (bathing, dressing, grooming, and walking) and four instrumental (getting to places out of walking distance, shopping, preparing meals, and housework) activities of daily living (ADL; Townley et al., 2010) . A summary ADL score (0-16) was calculated for each participant.
Weekly Phone Calls
Research assistants contacted participants weekly by telephone (3-6 days after each session) to assess their perceptions regarding the usefulness of each class on a response scale of 0 to 10 (0 = not useful at all, 10 = most useful). Participants were also asked to report whether they understood the materials presented during the class, had practiced the CB and ET techniques learned in each class, and experienced any problems practicing them.
Three-Month Follow-Up Assessments
Research assistants contacted participants by telephone 3 months postintervention and asked them whether they were walking more than before they enrolled in the program, doing other physical exercises besides walking, and using the cognitive strategies or breathing exercises presented in the program.
Intervention
The protocol, Moving Past the Pain (MPP), consists of 8 weekly sessions lasting approximately 90 min each (Table 1) and was developed by an interdisciplinary team. The program's CB component was based on the therapist manual from a previous CB-therapy study (Reid et al., 2003) . Because the program was designed to be delivered by an exercise expert rather than a psychologist, and in a group setting rather than in one-on-one sessions, adaptation of the content was required. One topic, anger management, was excluded, and the other eight content areas (e.g., goal setting, relaxation, activity pacing) were developed for presentation using lay language. The instructor's manual and participant handouts for the program's CB content were reviewed by a psychologist with expertise in CB therapy for both accuracy and comprehensiveness. The instructor's manual and participant handouts were translated into Spanish by a professional translator. The exercise program included a brief warm-up, stretching major muscle groups, mild resistance exercises, walking, and a brief cooldown. After an initial set of exercises was selected by the research team, two physical therapists with expertise in geriatric physical therapy reviewed this portion of the program, provided comments about its comprehensiveness, and made recommendations for program modification given the constraints of the program (e.g., limited access to equipment).
Handout materials were developed to highlight key take-home points and present homework exercises for the subsequent week. Homework consisting of specific exercises and practice of the pain self-management strategies was developed based on content taught each week. To encourage homework completion, log sheets were provided for participants to record days that they completed the exercises and selfmanagement activities.
The instructor, a bilingual expert in leading group-based exercise classes for older adults, was trained by the researchers to administer the protocol and met weekly with a program developer (K.B.) to address concerns raised during sessions and to review content for upcoming sessions. After the initial session, each session began with a return of the prior week's homework log sheets, distribution of the current homework log sheets, a brief review of the material covered in the prior week, and a discussion of the challenges and successes experienced by participants doing the homework exercises. Next, an overview of new content was provided, followed by a period of direct instruction on these topics. Instruction was followed by practice and/or discussion of the new content, and guiding questions were employed by the instructor to facilitate active participation in each session. After 20-30 min of direct instruction, the instructor led the group in exercises, correcting form and providing feedback as appropriate. After the exercise cooldown, there was another period of instruction with group participation, a review of homework for the following week, and closing comments. All the sessions took place in space provided by the senior centers.
Data Analysis
Descriptive statistics were calculated for each feasibility and efficacy outcome. Efficacy outcomes were analyzed in a general linear mixed model that included fixed classification factors for race/ethnicity (non-Hispanic White, Hispanic, African American), time (baseline vs. follow-up), the interaction of these factors, and individuals as levels of a random classification factor. The model also included five additional variables specified a priori: age, sex, education, comorbidity score, and number of pain cotherapies employed at baseline.
In specifying the race/ethnicity factor, we had a choice of using individual ethnicity or that of the center participants attended. Three participants whose ethnicity did not match the predominant ethnicity of their center were enrolled (all attended a center that provides services to mostly non-Hispanic Whites). The analyses presented in this article are based on the individual criterion (i.e., by race/ethnicity status). We also carried out analyses based on the center criterion; these did not differ substantively. Because race/ethnicity and center are almost completely confounded, a fixed factor for center could not be included in addition to the race/ethnicity variable. (There were too few centers to include centers as levels of a random factor.)
Two race/ethnicity contrasts (non-Hispanic White vs. African American and non-Hispanic White vs. Hispanic) were specified a priori, given prior research showing substantial disparities in pain management as a function of race/ethnicity (Centers for Disease Control and Prevention, 2005; Green, Baker, Smith, & Sato, 2003; Nguyen, Ugarte, Fuller, Haas, & Portenoy, 2005) . A third contrast (Hispanic vs. African American) is presented as additional information of potential interest. All analyses were carried out by SAS version 9.1 (SAS Institute, Cary, NC).
Results
Seventy-six participants expressed interest in the study and were screened for eligibility; 2 did not have chronic back pain and were excluded. Of the 74 eligible individuals, 69 (90%) provided written consent and enrolled in the study. Of these, 10 (4 non-Hispanic White, 5 Hispanic, and 1 African American) did not attend any classes for various reasons (2 expected payment, 2 were ill, 1 was too busy, and 5 cited other reasons), leaving 59 participants (20 non-Hispanic White, 20 Hispanic, and 19 African American) who attended one or more of classes. Table 2 shows that age and gender composition did not vary significantly according to race/ethnicity. Background variables (e.g., age, gender) were examined to see to what extent they differed by race/ethnicity. These analyses were carried out in models in which race/ethnicity was the sole independent variable and each background variable, for this purpose only, was treated as a dependent variable. Single-degree-of-freedom contrasts as described previously were tested. Betweengroups differences in educational level and coping strategies were noted, and duration of back symptoms approached significance (Table 2) . Hispanic participants reported significantly fewer years of higher education than African American, F(1, 65) = 7.45, p = .008, and non-Hispanic White, F(1, 65) = 19.01, p < .001, participants. Although the non-Hispanic White, F(1, 64) = 3.20, p = .078, and African American, F(1, 64) = 2.86, p = .095, groups reported substantially longer durations of back pain than the Hispanic group, these differences approached but did not achieve statistical significance. Some race/ethnicity differences were noted in the relative proportions of each group that reported use of specific pain-reduction techniques (e.g., opioids), but significant group differences were only found for the use of prayer-Hispanic versus non-Hispanic White, F(1, 52) = 12.18, p = .001, and Hispanic versus African American, F(1, 52) = 11.56, p = .001.
Of the 59 participants who attended at least one class, 4 (2 non-Hispanic White, 1 Hispanic, and 1 African American) dropped out (Figure 1 ). Overall attendance, defined as the total number of sessions attended by the 59 participants divided by the total number of possible sessions (59 × 8 = 472), was 82%. Thirty-seven percent attended all eight sessions, 46% attended six or seven sessions, and the remaining 17% attended five or fewer sessions. Attendance did not vary significantly by center or by race/ethnicity. The 14 participants who dropped out (10 before attending any of the classes) did not differ from program completers (n = 54) with respect to baseline demographic and pain-related characteristics and baseline scores on the efficacy outcomes.
Overall mean perceived usefulness scores (generated by averaging scores from all of the weekly phone calls) were 8.1 (range 6.8-9.4) for the non-Hispanic White group, 8.9 (8.0-9.8) for the African American group, and 9.0 (8.3-9.8) for the Hispanic group. Ninety-seven percent reported that they understood the materials presented at each class, and 84% reported doing the weekly practice and homework exercises. Few problems were reported with practicing the exercise and cognitive techniques at home, with only 9% indicating any difficulty over the 8-week program. Table 3 shows that all three groups experienced significant reductions in painrelated disability. Table 4 summarizes the results for all fixed effects in the model.
Effect sizes in terms of proportion of variance explained are not provided in Table 4 because of the difficulty of interpreting these statistics in mixed models, .517
Figure 1 -Study-sample assembly and follow-up data. Note. df for all = (1, 45). Results are reported as M (SD) at baseline (T1) and at the 9-week follow-up (T2) for each race/ethnicity group and for the entire sample. Change (Δ) scores represent either an increase or a decrease in score from baseline to follow-up. Negative change scores for back-pain-related disability (Roland Morris), pain intensity, and depressive symptoms (PHQ-9) measures reflect improved outcomes. Positive change scores for the remaining measures indicate improved outcomes. The tests of time differences for each ethnicity group are partitioned from the Ethnicity × Time interaction. All results are adjusted for patient age, sex, education, total number of comorbidities, and the number of pain cotherapies employed at baseline. Note.
The model includes fixed classification factors for ethnicity, time of assessment, their interaction, sex of patient, age, education, number of chronic conditions, and number of techniques used to manage pain as covariates. The model also includes individuals as levels of a random classification factor.
which do not have a single variance for use in proportions of variance. The results in Table 3 are preplanned contrasts partitioned from the Ethnicity × Time interaction. Although these are appropriate to examine because of their a priori specification, it is also worth noting that the Ethnicity × Time interaction itself is significant (see Table 4 ) for most of the outcomes. Table 3 shows that average pain scores decreased significantly for non-Hispanic White and Hispanic participants, while significant improvements were also found in the areas of pain self-efficacy, social activities, depressive symptoms, and functional status for Hispanic participants. When comparing outcomes across the three race/ethnicity groups, Hispanic participants evidenced significantly greater reductions in pain-related disability than non-Hispanic White, F(1, 45) = 9.36, p = .004, and African American, F(1, 45) = 8.94, p = .004, participants. Reductions in pain intensity were also more pronounced among Hispanics than non-Hispanic Whites, F(1, 45) = 4.01, p = .051, and African Americans, F(1, 45) = 12.39, p = .001. Race/ethnicity effects were observed for pain self-efficacy, with Hispanic participants experiencing greater improvement than the other two groups, F(1, 45) = 4.62, p = .037, F(1, 45) = 12.18, p = .001, respectively. Finally, significant race/ethnicity differences were also found for depressive symptoms-Hispanic versus African American, F(1, 45) = 13.39, p = .001-and ADL function-Hispanic versus African American, F(1, 45) = 4.24, p = .046-with Hispanic participants manifesting greater improvements in both outcomes. The total number of classes attended was not associated with treatment outcomes (most likely because the vast majority of subjects participated in six or more classes). Finally, a limited number of interactions were examined (use of prayer at baseline, use of exercise at baseline, years of pain, and education level) to determine whether these factors may explain some of the observed race/ethnicity differences. No consistent differences were observed, suggesting that the four variables did not moderate treatment effects.
Of the 52 participants interviewed at Week 9, 45 (87%) were successfully contacted by phone 3 months later. Rates of follow-up did not vary significantly as a function of race/ethnicity. Participants reported sustained practice of physical activities, including walking more (endorsed by 66%) than they had before participating in the program and doing some type of exercise other than walking (80%). Sixty-six percent stated that they were continuing to do the breathing exercises learned in the class, and 35% reported continued use of the cognitive techniques. The 3-month follow-up results did vary by race/ethnicity: All the Hispanic participants reported walking more, compared with 58% of non-Hispanic White and 47% of African American participants.
Discussion
The results of this pilot study confirm the feasibility of implementing a combined CBET program for seniors with chronic back pain attending urban senior centers. Eighty percent of enrollees completed the program, a completion rate comparable to that reported in other health-related programs offered at senior centers (Dossa & Capitman, 2010; Fitzpatrick et al., 2008; Li, Devault, & Van Oteghen, 2007) . Telephone survey data indicate that participants felt they understood and perceived the components of the program to be useful, and 3-month follow-up data show sustained use of several programmatic components. The most commonly sustained components were physical strategies (exercises and breathing), with lower use of the cognitive strategies (e.g., activity pacing, imagery, attention to thoughts and emotions). The physical exercises (stretching, strengthening, and endurance) were introduced gradually and reviewed in each subsequent session, with the instructor providing feedback on correct form. This consistent repetition may explain the high level of postprogram adherence to these particular exercises. The cognitive strategies were each taught once and reinforced twice (in the next session and the final summary session). Greater attentiveness to practicing and reinforcing the cognitive strategies could possibly enhance adherence to these program components.
This study also provides preliminary data regarding the program's effectiveness. Reductions in pain-related disability, as measured by the Roland Morris Disability Questionnaire, ranged from 3.53 to 8.45 points. Prior research indicates that Roland Morris change scores of 2.5 or greater constitute clinically meaningful reductions in pain-related disability (Kovacs et al., 2007) . Participants in all three race/ethnicity groups achieved outcomes well above this threshold, indicating that the program may confer substantial benefits with respect to this outcome.
Persistent pain is associated with heightened psychological distress and depression (Alschuler, Theisen-Goodvich, Haig, & Geisser, 2008; Arnow et al., 2006; Asghari, Julaeiha, & Godarsi, 2008; Bair, Wu, Damush, Sutherland, & Kroenke, 2008; Börsbo, Peolsson, & Gerdle, 2008; Gureje, Ademola, & Olley, 2008; James, Miller, Brown, & Weaver, 2005) , and these factors are associated with negative treatment outcomes (Crisp, 2007; Hill, Lewis, Sim, Hay, & Dziedzic, 2007) . Our sample had relatively low levels of depressive symptoms, but we saw a worsening of depressive symptoms in African American participants, despite a concurrent improvement in level of pain-related disability. This finding is puzzling, particularly because it conflicts with the findings for the other two groups; mean depressive symptom scores for both Hispanics and non-Hispanic Whites decreased after the intervention.
Although preliminary, our results suggest that the effects of treatment may vary as a function of race/ethnicity. Various participant-, cultural-, and systemlevel factors may partially explain these results. At the participant level, we did not account for differences in physical abilities (e.g., strength, flexibility, endurance) that may have varied as a function of race/ethnicity and influenced individuals' ability to participate in and benefit from a program like MPP. It is also conceivable that Hispanic participants learned more new coping strategies than non-Hispanic Whites or African Americans or that these strategies were more consistent with their preferences and lifestyles than for participants in the other two groups.
Furthermore, lower socioeconomic status (SES) is associated with diminished health status (Latza, Kohlmann, Deck, & Raspe, 2004; Macfarlane, Norrie, Atherton, Power, & Jones, 2009; Moffett, Underwood, & Gardiner, 2009 ) and has been found to partially explain racial/ethnic differences in pain severity (Cano, Mayo, & Ventimiglia, 2006; Reyes-Gibby, Aday, Todd, Cleeland, & Anderson, 2007 ). We included only educational level as a measure of SES and found differences in level of education among the three racial/ethnic groups. Hispanics had lower educational levels than the other groups yet achieved the highest level of benefit from the program. Designed as a no-cost program accessible through senior centers (rather than medical settings) with educational handouts written at the fourth-grade reading level, the program was designed to minimize barriers to participation associated with lower SES. The impact of SES on chronic-pain self-management programming warrants further study.
At the cultural level, a growing body of literature addresses racial and ethnic differences in the reporting and impact of pain (Allen et al., 2009; Cano et al., 2006; Green et al., 2003; Green, Ndao-Brumblay, Nagrant, Baker, & Rothman, 2004; Reyes-Gibby et al., 2007) . There is wide acceptance that cultural issues affect both the expression and the impact of pain (Gallo, Penedo, Espinosa de los Monteros, & Arguelles, 2009; Kovacs et al., 2005; Madan, Reading, Palmer, & Coggon, 2008; McCracken, Hoskins, & Eccleston, 2006 ), but we could find no published research on the differential impact of a pain-self-management program based on racial/ethnic groups. Of particular interest in the current study is the positive program impact on Hispanic participants. Traditional Hispanic values (e.g., simpatía, familism, allocentrism) may affect individual receptivity to healthbehavior changes required by self-management programs, influence interactions with program providers, and contribute to resiliency in the face of health challenges (Gallo et al., 2009 ). However, the extent to which these and other traditional values influenced participants' health behaviors and health-promotion outcomes remains unclear. Hispanic participants were predominantly from the Dominican Republic and Puerto Rico, but we did not distinguish among various Hispanic ethnicities. Because of wide diversity in the strength of traditional values and the degree of acculturation (Gallo et al., 2009) , future research focusing on intracultural differences and their impact on health outcomes is warranted.
The Spanish translation of the MPP program was carefully reviewed by senior-center directors serving Hispanic clients and determined to be culturally and linguistically appropriate. The improved outcomes seen among Hispanic participants may have been enhanced by the cultural sensitivity of the MPP program. It is also possible that social-desirability bias contributed to the program benefits observed in the Hispanic subgroup. Social-desirability responses are influenced by a number of cultural factors including traditional Hispanic values like simpatía that aim to minimize interpersonal conflict and the greater Hispanic tendency to respond to study questions in a more favorable manner to avoid looking ungrateful for the services provided (Hopwood, Flato, Ambwani, Garland, & Morey, 2009) .
At the system level, participating senior centers varied in terms of the space and time available for the program and other types of health-promotion programs offered. In addition, some senior centers may have encouraged their clients to participate in the program and to continue to do the exercises once the class was over more than others. It is possible that these system-level factors affected program outcomes, but they were not measured in the current study.
As a pilot study, this work has several limitations. First, the lack of a control group limits our ability to firmly attribute the observed changes to the intervention. The small sample size limits our ability to assess for potentially important interactions that may help interpret our results. In addition, our sample is composed of older adults with chronic back pain who were interested in the self-management program. This implies a level of motivation that may not be generalizable to the larger population of community-dwelling older adults with chronic back pain. We used broad categories of race/ethnicity that did not allow us to distinguish potential intragroup differences. Another important consideration when examining these results is the potential for measurement error. Although we used standardized outcome measures, which were translated by a professional translator, there is potential for cross-cultural and intracultural differences in the interpretation of terms, which may have influenced study outcomes (Ramírez, Ford, Stewart, & Teresi, 2005) . Finally, although we gained input on postprogram use of pain-management strategies, we did not ascertain their long-term impact on pain, pain-related disability, and social and ADL functioning.
In conclusion, this pilot study establishes the feasibility of implementing a pain-self-management program for older adults with chronic back pain in urban senior centers. Our data suggest that the MPP program may be particularly effective in reducing pain-related disability and warrants further study. Further research is also needed to investigate potential racial/ethnic differences with respect to program impact.
